F. . . . .. . . . . . . <~~~~~~~Figure1. Preputial retention cyst leiomyosarcoma (Yang et al. 1965) . Secondary spread has been described from stomach (Ahmed & Beasley 1979) and from bladder (Powell & Jones 1983) .
Phimosis of the prepuce of the clitoris has seldom been reported (Kramarosky & Manriquez 1975 ), but has not been reported in the postpubertal female. It may be, however, that this is a condition which will be seen more frequently in association with the wearing of tight trousers by young women.
Unusual presentation of
Meckel's diverticulum' N A R Watt MA FRCSEd2 I H K Scott MChir FRCS3 M P Williams MA FRCR Addenbrooke's Hospital, Cambridge CB2 2QQ A case is reported of an unexplained iron deficiency anaemia which later presented with rectal bleeding due to a giant, impacted, pelvic, Meckel's diverticular enterolith causing an ileorectal fistula, an association which has not previously been reported.
Case report A 14-year-old boy was referred for investigation of a three-month history of lethargy and malaise. There was no history of abdominal pain, rectal bleeding or melaena. He was found to have an iron deficiency anaemia, but stool examination was negative for occult blood on several occasions. His symptoms improved after a prolonged course of treatment with oral iron, and was not investigated further at this stage.
Three years later he presented again with a three-month history of watery diarrhoea and an episode of rectal bleeding. Barium enema revealed no cause for bleeding but a faintly opacified concentrically laminated mass was noted in the pelvis (Figure 1 ). His symptoms improved and he declined further investigation.
Two years later he was referred with further watery diarrhoea but no rectal bleeding. A barium follow-through examination showed that the contrast medium passed from the terminal ileum into a large cavity in the pelvis and subsequently into the rectum (Figure 2 ). This cavity corresponded with the previously noted laminated opacity in the pelvis. At laparotomy, a hard mass was discovered in the pelvis attached to the distal ileum and adherent to the rectum. This was found to be a giant Meckel's diverticulum containing an enterolith 9 x 7 x 5 cm in size, with a fistulous connection to the rectum. Following resection, small-bowel anastomosis and closure of the fistula, he made a full recove'ry.
Histological examination of the diverticulum failed to reveal any acid-secreting gastric type mucosa or pancreatic tissue.
Discussion
Meckel's diverticulum occurs in 0.8-4% of the population (Williams 1981) , and complications are estimated to occur in 4.2% or less of cases (Soltero & Bill 1976) . The commonest presenting feature is rectal bleeding (Farthing 1981), although occult bleeding is said to be rare (Spiro 1977) . Other complications include inflammation, band obstruction, intussusception, hernial entrapment, umbilical sinus and tumour development.
Over 50 cases of enteroliths occurring in a Meckel's diverticulum have been reported. On 5 occasions they presented with small bowel obstruction due to impaction of the stone in the lumen of the ileum (Grant 198 1, Miller et al. 1981) . The mechanism of their formation is uncertain. It has been suggested that they form in situ. Structural similarity to gallstones has been observed in some cases and foreign body nidus formation has been implicated in others (Grant 1981 ).
Enteric fistulae have been reported in at least 2 cases. One occurred between an inflamed Meckel's diverticular mass and the appendix (Miller et al. 1981 ). The other presented as a small bowel fistula in a strangulated Littre's hernia (Leslie 1983) .
The preoperative diagnosis of our case and each of the above resulted from the finding of a fistulous connection on small bowel contrast studies, with the added observation in our case of the opacified mass in the pelvis on plain radiograph. Figure 2 . Lateral view of barium meal and follow-through demonstrating large amount of contrast in distal small bowel with, in addition, contrast reaching the rectum via a cavity in the pelvis Plain radiographs can rarely support a diagnosis of Meckel's diverticulum and contrast studies are often unrewarding (Miller et al. 1981) . It was hoped that radio-pertechnetate scans would provide a reliable method of detection, but high false negative and positive results have been reported (Miller et al. 1981) .
The preoperative diagnosis of complicated Meckel's diverticulum remains difficult and the long delay in arriving at an accurate diagnosis in our case partly reflects this. Ulceration is an unusual but recognized manifestation of cutaneous sarcoidosis (Neill et al. 1984 ). Elephantiasis, with or without ulceration, is a much rarer manifestation with apparently only two reported cases (Ravindra Nathan et al. 1974 , Sezary 1942 . We report a patient who presented with grossly lymphoedematous legs and persistent ulcers which histologically showed non-caseating granulomata. Thorough investigation of the patient failed to show any unequivocal.evidence of systemic involvement.
Case report
A 59-year-old housewife developed non-pitting swelling of her right leg ten years prior to admission. For one year she had had intermittent ulceration of her left hallux, spreading slowly to involve the medial aspect of the left sole. Six months prior to admission the left leg, previously unaffected, became more swollen and the numerous small ulcers became rapidly worse and painful, spreading to the entire left foot and ankle. Apart from the cutaneous symptoms, she gave a history of exertional dyspnoea and non-irritating dryness of her eyes. Physical examination on admission showed bilateral 'elephantine' lymphoedema of the legs and close clusters of ulcers on the left foot and ankle (Figure 1 ). There were small erythematous macules just distal to the left knee. At that stage these did not show clinical evidence of infiltration. General examination was normal with no lymphadenopathy.
Swabs from ulcers grew Staphylococcus aureus, group B Streptococci, Coliforms and Pseudomonas. No fungi or mycobacteria were isolated from swabs or biopsies. Histological examination of biopsies from an ulcerated area and a cutaneous nodule, one of several which had developed around the left knee, showed non-caseating sarcoid-like granulomata. Mantoux 1 in 100 was negative, the Kveim test strongly positive. Chest X-ray, serum angiotensin-converting enzyme and pulmonary function tests were normal, but her IgG level was persistently elevated with oligoclonal banding. Gallium scan showed very slightly increased uptake, and therefore possible involvement, in the lacrimal and salivary glands, spleen and heart. Schirmer's test was slightly abnormal, conjunctival biopsy normal. A CT scan showed very slightly enlarged abdominal lymph nodes and a lymphangiogram was not done because the ulceration of the foot made it technically not feasible. F & . r , a r 
